searched and search terms provided. Other sources included the bibliographies of all studies considered for the review, personal communication with experts in the field, searching of reference collections of group members including that of the Cochrane Musculoskeletal Injuries Group specialist database. No language restrictions were applied.
2. The consequences of the introduction of prospective payment system (PPS).
3. Specific rehabilitative interventions by nurses, therapists, other health or social care workers and carers designed to improve particular aspects of mobility or self-care.
Interventions starting after the primary rehabilitation period were excluded.
Participants included in the review
Patients aged 65 years or more with any fracture of the lower limbs, pelvis, upper limbs or spine which required hospital care either as an inpatient or in ambulatory care. Studies that included a small proportion of younger patients (less than 10%) were also included. Reports of programmes of care in which less than 30% of the participants had sustained a lower limb fracture were excluded. Studies whose main focus was fractures sustained from high energy transfer and trials of rehabilitation following fractures of the ribs or facial skeleton were also excluded.
Outcomes assessed in the review
The principal outcomes assessed were: length of hospital stay, readmission to hospital (to an acute care facility), residence following discharge (immediate and longer term), all cause mortality, morbidity (including post-operative complications and episodes of treated co-morbidity), mobility, ability to perform activities of daily living, health-related quality of life measures (HRQL).
Secondary outcome measures were: carer burden and stress, cognitive function, any cost data. Compliance with intervention was necessary. Papers reporting the outcomes of PPS implementation were included if they provided comparative data for at least one principal outcome of interest for older people after hip fracture.
How were decisions on the relevance of primary studies made?
The studies were assessed for inclusion by two investigators. The studies were graded into three categories (highly, possibly and not relevant). All studies in the first category were obtained. Those that were possibly relevant were referred to a third reviewer for a final decision to be made. All disagreements were resolved through consensus.
Assessment of study quality
The following items were considered in the assessment: type of randomisation, concealment of allocation, comparability of the study groups on baseline characteristics, blinding of outcome assessors, losses during study, use of an intention-to-treat analysis, study population representation, length of follow up if greater than one year A nine-item methodological quality score was used for assessing the studies for both internal and external validity. Each item on the checklist was given a quality score. The maximum possible score was 14. Studies were assessed for validity independently by two reviewers. Any differences were resolved by consensus or a final decision made by the third principal reviewer. Reviewers were not allocated their own studies.
Data extraction
Data were extracted independently by two different reviewers. Reviewers were not allocated their own studies. Any disagreements were resolved by consensus and, if needed, a final decision was made by the principal reviewer. Data were extracted under the following broad categories: type of study, inclusion/exclusion criteria for the participants, intervention details, baseline characteristics of the study population, participant flow in the study and the outcomes assessed.
Methods of synthesis
How were the studies combined? Individual studies were grouped by the type of intervention programme into seven categories. Where similarity of interventions and outcomes allowed, the data were pooled using the random-effects model. Data from RCTs and cohort comparisons were analysed as separate subgroups. Odds ratio (OR) with 95% CI for dichotomous outcomes and weighted mean differences (WMD) with 95% CI for continuous outcomes were reported. No formal assessment of publication bias was reported.
How were differences between studies investigated?
Statistical heterogeneity within and between subgroups was calculated and chi-squared statistics reported. Variations in the studies were found in the reporting of outcomes, the details of the control interventions and the case mix.
Results of the review
A total of 41 studies were included in the review. Fourteen randomised trials, two quasi-randomised, twenty-five cohort studies.
From a maximum possible score of 14, the included studies scored in a range from 2 to 11. The mean score overall was 6.2. Lack of randomisation was a major cause of a lower quality score.
GORUs: No evidence of difference in total hospital stay between programmes with access to a GORU and those without, result reported in text: (WMD 1.5 days, 95% CI: -16.0, +19.1) result given in the figure: (WMD 1.6 95% CI: -28.0, +31.2). For residential status as outcome, RCTs showed a non-significant tendency to improved return to previous residence (OR 1.36, 95% CI: 0.86, 2.13). This trend was not apparent in the cohort studies, (OR 0.85, 95% CI: 0.24, 2.98).
